For many years I have brought to the attention of the members of succeeding fourth-year dasses the subject of minor or common ailments. We senior practitioners know that in the training we received in medical school, patients suffering from major maladies were repeatedly demonstrated to us. But many minor ailments familiar to us by name or through personal experience failed to find their way into the amphitheater, were not seen at bedside rounds, and received scant or no systematic attention in the dispensary clinics.
For many years I have brought to the attention of the members of succeeding fourth-year dasses the subject of minor or common ailments. We senior practitioners know that in the training we received in medical school, patients suffering from major maladies were repeatedly demonstrated to us. But many minor ailments familiar to us by name or through personal experience failed to find their way into the amphitheater, were not seen at bedside rounds, and received scant or no systematic attention in the dispensary clinics.
To illustrate the situation, let me say that recently I inquired of several members of a graduating class what croup was. One assured me that the name was familiar but he could not describe the disorder; another remarked that he was told he had suffered from it as a child but he could not recall the symptoms that it engendered, a third regarded croup as a form of bronchitis! Yet, minor ailments like croup were among the early experiences which * An informal paper presented at the Eleventh Clinical Congress of the Connecticut State Medical Society, New Haven, September 18, 1935. tDr. Hamburger being the the first recorded student of the Johns Hopkins Medical School, the presiding officer, Dr. Walter R. Steiner, in a spirit of banter, introduced him as the "oldest livin' gradooate" of that institution. Answering in a similar vein Dr. Hamburger said: "The Chairman's reference to the only fame I hold recalls to me the memory of an oldest living graduate of Yale, dead two decades ago at Washington, Connecticut, at the age of ninety-nine years. Augustus Smith of the class of 1842 held tenaciously to his title. He rang the chapel bell at New Haven during Van Buren's presidency. He was an Internal Revenue official for forty years. He smoked one cigar a day. He was unmarried, a fact from which my bachelor friend, the presiding officer, may draw whatever conclusions he can as to the relation of the marital state to longevity. I have followed none of Augustus Smith's rules. Yet, I have just completed another year of my life, for I confide to you that today is my 'birthday.' I ring no chapel bell, and even in these days I hold no government job. I smoke liberal amounts of tobacco, and I am married. Even under these conditions I shall try to fight off the unconquerable enemy as long as I can and continue to imitate Methuselah to the credit, if possible, of my medical Alma Mater." we encountered on entering general practice. In what remains of such practice the situation is the same today! I venture to say that a systematic presentation of the subject of minor ailments should have a place in the medical curriculum because, in the first place, they constitute a large part of routine medical work. In the second place, they should be discussed because the disability which some of these slight disorders entail gives them an economic importance out of all proportion to their usual innocuousness. This statement applies particularly to the acute respiratory infections prevalent during winter months.
Thus, the Metropolitan Life Insurance Company issued a bulletin some years ago containing the information that during twelve months a group of 2800 clerks lost 6233 days of work on account of colds. Putting it another way, these 2800 clerical employees lost, because of the common cold, seventeen years of human activity in 365 days! The presentation of these minor maladies enables one also to illustrate the obscurity of their causation and the difficulties encountered in preventing them and in attempting to allay the discomforts incidental to their occurrence.
Moreover, a course such as I have conducted gives the opportunity for a discussion of the value of differential diagnosis, because what may at present appear to be a slight ailment may in the future disclose itself as a serious and life-threatening malady. The admonition that I have repeatedly uttered while presenting the subject of minor maladies is to "think naught a trifle though it small appear," thus emphasizing the importance of a thorough history and the necessity of a careful objective examination whenever what appears to be a slight ailment does not run true to form.
Although the practice of medicine is a medico-chirurgical art and patients are not permitted to choose their maladies with regard to their medical or surgical character, the topics I discuss with the students are the slight ailments that fall more particularly within the province of internal medicine.
It is obvious that I can present here little more than a syllabus of what may be called a course in minor medicine. The information I have to offer is so elementary that I must apologetically ask the experienced practitioner to translate himself to the fourth-year class while I abstract lectures on some of the subjects included in the course under discussion.
The great objection to such a course is that it takes the form of didactic teaching. It cannot be otherwise, for what interest can be elicited in demonstrating a patient with a cold in the head, a woman with a menstrual headache, an example of constipation, or an instance of summer diarrhea?
Each year the first subject to receive attention is acute rhinitis,-familiarly known as a cold in the head, otherwise designated as a common cold or rhinopharyngitis. The term nasopharyngitis is used more frequently than is rhinopharyngitis, but it is a linguistic hybrid and should be discarded for the etymologically uniform rhinopharyngitis.
The relation between exposure to cold and the development of the condition which we designate as acute rhinitis has not been properly elucidated or demonstrated with scientific precision. Nevertheless, among all peoples who have left pertinent records on the subject a causal relation between exposure to low temperatures and the occurrence of this disorder has been assumed. The assumption is clearly expressed in all languages. The Romans said "frigus accepi." We say "I have caught cold." The Germans, "Ich habe mich erkaltet," the French, "J'ai pris un refroidissement." Always, this reference to cold! However, the laboratory has not come to our help with decisive results, but in spite of the contradictory experimental evidence in the case of lower animals as well as in the case of human beings it cannot be denied that chilling of the body surface, especially after being what is popularly known as "overheated," may be a predisposing cause of colds. Each one has had some suggestive illustrative personal experience;--coming out of a hot room into the chill air, sitting in a draught while perspiring freely, being drenched by rain, the wetting of shoes and hosethese episodes have been promptly followed so often by a respiratory disorder that a contributing cause rather than a coincidence is assumed in daily life. It is a curious and significant observation of some women at the menopause that they suffer from recurrent colds which they attribute to being chilled during the sweats characteristic of the climacteric.
Conditions prone to chilling are furnished by the fall and winter months, and so we find that the incidence of colds is greatest during these seasons. The prevalence of colds during these months may also be connected with the probability that the ultimate cause of acute rhinitis is biologically attuned to these seasons. I say flippantly that "roses bloom in June while noses bloom in fall and winter! " However, the conclusion has long been reached that neither there is a visitation of an epidemic respiratory infection which, until 1918, was commonly called grippe. The differentiation of these grippal or influenzal infections from the common cold is justified by their high infectivity, their seasonal epidemicity and, above all, by the fact that the constitutional symptoms are disproportionately great with regard to the localizing signs. In other words, the temperature is usually higher than in sporadic colds; the aching of the head, back, and limbs is much greater, and there is often associated a marked prostration which is absent in the case of the common head cold.
In 1918 a pandemic of influenza ravaged the world. It differed from the usual winter epidemic of grippe by its early seasonal appearance (it came in October), by its numerous complications and sequelae, and by its high death rate resulting from the ensuing streptococcic bronchopneumonia.
Until the fall and winter of 1918-19 to those of us who entered practice after 1890, the date of the last preceding pandemic, what we called grippe was associated with a negligible mortality, but with the advent of the pandemic there appeared a serious respiratory infection indistinguishable at its onset from the relatively innocuous grippe of previous years.
As in the common cold, so too in influenza, there is evidence that a filterable virus is the causative agent which prepares the soil for secondary invaders, such as the virulent streptococcus associated with the deadly bronchopneumonia of pandemic influenza. Before 1933 man was the only animal upon whom the filterable virus hypothesis of the cause of influenza could be tested. That year a group of English observers, headed by Sir Patrick Laidlaw, opened a new epoch by announcing that the ferret was susceptible to influenza and that specific antibodies could be demonstrated in the blood of human and ferret convalescents. Then followed the discovery that the ferret virus could be adapted to the mouse and that a specific influenzal antiserum could be prepared in the horse after repeated subcutaneous injections of the virus.
In this country, Dr. Francis, of the Rockefeller Institute, has isolated two strains of influenza virus, one in the course of an epidemic in Puerto Rico, the other during an outbreak in Philadelphia this year. Both strains are neutralized by the specific antiserum of the English investigators so it is likely that epidemic influenza is caused by the same virus in different parts of the world.
The results of other investigations of the English group may have a future practical application. The ferret that has recovered from influenza is immune for a short while. After six or seven months, although a circulating specific antibody in low titer persists, the ferret again becomes susceptible to reinfection. However, its immunity can be restored by subcutaneous injections of the virusa non-infective route.
Most human sera contain antibody which might conceivably be reinforced, like that of the ferret, by prophylactic inoculation of the virus. In this way it may be possible at some future time to protect individuals during an epidemic of influenza. Moreover, the antiserum of the horse protects mice from the effects of influenza virus. Perhaps some day the same protection may be applicable to man.
Long before these important researches, practitioners had assumed from epidemiologic and clinical data that the annual types of grippe are due to similar viruses with variable biologic properties. The year following the 1918-19 pandemic marked a recurrence of the infection in the United States. Excepting in the larger cities of the Middle West the morbidity and mortality of 1920 were distinctly less than in 1918. Clinically, the character of the 1920 influenza seemed a transition from the type of 1918 to the grippe or influenza which we had seen and which we continue to see year after year. Whatever the causative agent may be, we use the terms influenza and grippe interchangeably. The word grippe has not the same unpleasant connotations as has influenza or "flu" to the sensitive ears of apprehensive patients; so, dependent on the temperament and the bedside technic of the attending physician, one or the other term is used.
While the typical localization of influenza is in the respiratory tract, symptoms and signs may arise in connection with any of the other systems or organs. So it came to pass that during the pandemic the practitioner assumed the role of an all-round specialist. Even in the interpandemic grippe such protean manifestations arise, but aside from the occasional bronchopneumonia the usual complications are those of the common cold-sinusitis, otitis, and cervical adenitis. Again, I desist from further elementary details, but if you were fourth-year students I would insist that errors in the diagnosis of grippe are often committed. During an epidemic of influenza and at other times any febrile illness without obvious localizing symptoms or signs may be viewed at its onset as grippe. In this way I have known devil's grip, which is not grippe at all, measles, pyelitis, typhoid and typhus fevers, tick-bite fever, infectious mono-nudeosis, tuberculous and streptococcus infections, angina agranulocytica, infective jaundice, and even poliomyelitis to be tentatively viewed as influenza.
Knowledge of the possibility of these errors, coupled with-the detailed physical examination, the lapse of a little time, a cooperative patient, and an indujgent family will solve such exceptional difficulties.
The prevention of colds is a popular topic of consultation. My friend, Henry Christian, has said that "influenza is a preventable disease which cannot be prevented." The same statement is applicable to the common cold though attempts are made to attain protection. Theoretically, a sufferer from acute rhinitis should be isolated to prevent further dissemination of infection, but in practice the application of such a suggestion is not feasible.
However, babies, invalids, and the aged* in whom the danger of bronchopneumonia is always present should be shielded by all possible means from individuals suffering from the common respiratory infections. The nursing mother suffering from a cold attempts to protect her baby from the disorder by wearing a gauze mask over her mouth and nose and washing her hands before handling the child. Certainly the gauze cannot serve as a barrier to the filterable virus, but it is possible that organisms associated with the primary infection may thus be withheld from the child.
The laity, as well as the profession, knows that the most widespread measure adopted for preventing colds in children is the removal of adenoids and tonsils. Many are the disappointments, however. A not inconsiderable number of the children operated upon continue to have colds. To the parents some slight degree of comfort can be given by assuring them that as soon as the child acquires two figures in its age colds will be less frequent and the constitutional reactions less severe. Sometimes the surgeon also renders a service to adults by removing tissue prone to infection and, at the same time, establishing free drainage of the paranasal sinuses.
Since a dysfunction of the thermoregulatory mechanism of the * The grandmother of a member of our faculty celebrated her recurrent birthday anniversaries in her seventh and eighth decades sitting in state in a commodious leather armchair. To protect her from colds there hung over the chair a placard with the wholly unnecessary admonition "Don't kiss grandma." She lived to be ninety! skin is considered by some to be a factor predisposing to colds, the process of hardening, the role of clothing, and the importance of avoiding overheated living quarters and school rooms are discussed with the students. Long ago, Dr. Winslow of Yale demonstrated an increase in the number of colds and in absenteeism of children from school, in cases where the rooms were even slightly overheated. I am accustomed to impress upon those who seek advice as to prevention of colds, more particularly in the case of children, that "you catch cold from heat! "
The common opinion that wet feet predispose to colds may have a scientific basis in the disturbance of the thermoregulatory system which this condition may induce. Indeed, Pettenkofer, the father of modern experimental hygiene, has calculated that if one enters a warm room with wet shoes and allows evaporation to lead to dryness enough heat is lost to raise a half-pound of water from zero to the boiling point! In the praxis aurea which is now largely a praxis saturnina it is sometimes possible to send a susceptible patient South for the winter months to escape his winter colds.
A final doubtful prophylactic measure is brought to the attention of the members of the class, namely, the "catarrhal vaccine." They are told that inoculations are started in the latter half of September with 0.2 cc., increasing at intervals of three days by 0.2 cc. until 1 cc. is reached, when the maximum dose of 1 cc. is repeated twice at weekly intervals.
Last The capsule is taken after breakfast and two are taken at bedtime. According to Diehl, the daily dosage should depend on the weight of the patient, a capsule after each meal and three or four at bedtime being the maximum daily dosage. It is said that improve-ment or cure follows in 24 to 48 hours, whereupon the remedy is withdrawn. Diehl's suggestion is an elaboration of the timehonored Dover's powder treatment. Ten grains of the pirate captain's opium and ipecac powder were formerly taken at bedtime, preceded by a hot bath and followed by a hot drink. Both Diehl and D)over may contribute to a comfortable night but it is doubtful whether the cold will be aborted.
Not too much time is spent by repeating to the class the many remedies that have been invoked against the common cold. The conclusion is reached that more can be done specifically for pernicious anemia than for a cold in the head! Yet, one pleasant prescription for curing a cold, culled from an old English book entitled "Slight Ailments," is annually recited to the class.-The patient is directed to go home, hang his hat on the four poster, proceed to drink whiskey quantum sufficit to see two hats! Some who seek advice are satisfied with this suggestion, others are quite content to endure the discomfort of the usual acute rhinitis if they are assured that the cough of the associated pharyngitis, laryngitis, tracheitis, or bronchitis has no grave significance or that the pain in the chest is not the precursor of pneumonia.
When the constitutional symptoms and the discomfort are marked, a routine of management is suggested to the students as a basis for their subsequent practice. Infants are kept indoors, while run-abouts and adults are allowed to go out, provided they have no fever and the weather is favorable. If there is a rise above normal, bed is the proper place; there to remain after the temperature has been normal one or two days. Even without fever analogy to other infections prompts the advice to go to bed in the case of those who can afford the time. For the general discomfort the patient takes aspirin without professional advice; the student may use in his future practice the well-known combination of aspirin and caffein. A glassful of water is to be taken after each capsule and a glassful in the interval between successive doses.
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The formerly popular instillation of liquid vaseline or "albolene" into the nostrils of infants is now discarded because of the discovery of the ensuing lipoid-cell pneumonia in some children thus treated. A similar warning is given against the use of any mentholated preparation in the young because of the danger of glottic spasm. In the adult there is not the same objection and the local nasal discomfort may be alleviated by spraying or dropping into the nostrils a mentholated oil. A review of tonsillitis enables the larger subject of sore throats to be discussed. Examples of difficulties in evaluating sore throats are drawn from personal experience. Although diphtheria is a rare disease in urban private practice, the importance of culturing the throat is emphasized but there is also brought to the attention of the class the confusion that positive cultures may cause, when carriers are encountered in whom diphtheria bacilli play no causal role in producing the sore throat. Until dinical judgment is mature it is urged upon the students that in such cases specific antidiphtheria treatment be adopted before awaiting the results of virulence tests.
While brief allusion is made to many types of throat affections, a few serious varieties are described in greater detail, because at their inception they may be mistaken for slight ailments and because of unusual individual contact with them in my own practice. Therefore, some time is devoted to a consideration of septic sore throat because of the stirring personal experience nearly twenty-five years ago in detecting and removing the source of the second recorded American epidemic of a severe throat infection due to a milk-borne streptococcus, now known as the Streptococcus epidemicus. The Baltimore epidemic ceased after we practitioners unofficially advised the public, through the medium of the press, to boil the milk. It is estimated that by that time there had been 2000 cases with about 30 deaths, the majority due to peritonitis.
The lesson to be learned from a discussion of septic sore throat, the term being limited to the variety just mentioned, is that the undue prevalence of throat infections should be reported to the City Health Department for investigation as to the possibility of milk conduction.
Because angina agranulocytica has been misinterpreted at its onset for grippe or for an innocuous sore throat, it is brought to the students' attention at this point. Moreover, this tragic malady holds a peculiar interest for me because in 1925, less than a year after Beatrice Lovett reported the first American case, I recognized the disorder in Baltimore. As a result of my concern with this condition my experience grew to include 22 cases. Let me hasten to say that only two in the series were under my care when the condition developed. After Madison and Squier's laudable detective 375 work, published last year, had suggested that the ingestion of amidopyrine and other drugs containing a modified benzene ring might be responsible for angina agranulocytica I reexamined the histories of these 22 patients and found that 14 contained information pertinent to medication. prior to the onset of the disorder.
In essential agreement with Madison and Squier I found that 1 0 of the 14 patients had taken a combination of amidopyrine and a barbiturate over a sufficiently long period and in such doses that a causal relation could be assumed possible. The remaining four had taken such a combination occasionally before or during the illness. I have not seen a patient who developed the clinical picture of angina agranulocytica while taking amidopyrine alone. However, others have recorded such a sequence. Granulopenia has been experimentally evoked by the administration of amidopyrine to human beings, but no instance of angina agranulocytica has resulted in either man or beast experimented upon so far as I know:
In concluding the discussion on sore throats I refer to the one that may be associated with infectious mononucleosis. While there are many variants in the clinical picture of infectious mononucleosis the typical includes sore throat, fever, general glandular enlargement, and a moderately enlarged spleen. Naturally, with such a combination of symptoms and signs the blood is examined. A smear discloses that the lymphocytes predominate, and of these many are classed as pathological. Paul and Bunnell have made a valuable diagnostic contribution in demonstrating that in infectious mononucleosis so-called heterophile antibodies are present in high titer. My associate, Alan Bernstein, has corroborated this work and, in addition, has made the original observation that in leukemia which may on occasions simulate infectious mononucleosis the heterophile antibody titer is at a low level. The heterophile antibody test should be widely introduced as an aid in recognizing not only infectious mononucleosis when it is associated with sore throat but for differentiating the atypical forms which may simulate leukemia, typhoid fever, influenzoid and other febrile states, the P. U. 0.-the pyrexia of unknown origin,-a popular diagnosis of the last war days! Coming to the therapy of sore throats I explain the doubtful utility of local applications-moppings and gargles-in the case of acute tonsillitis. The prediction of an illness of from three to five days, the treatment of the patient as suffering from a febrile disorder, the relief of general discomfort by. analgesic drugs, and the use of the ice-collar are the palliative measures proposed.
Regarding croup as another aspect of the winter respiratory infections characteristic of infancy and childhood I tell the class that the word was introduced from the Scotch by Dr. Francis Home of Edinburgh in a treatise entitled "An Inquiry into the Nature, Cause and Care of Croup." It was published in 1765. In its etymological origin the word croup is probably onomatopoetic, and indicates the barking character of the cough and the stridorous type of respiration characteristic of this condition.
Dr. Home's description enables one to recognize his cases of croup as instances of diphtheria. It was not until almost a hundred years later that a Dr. John Ware carefully differentiated membranous croup-laryngeal diphtheria-from spasmodic croup, the affection to which I direct the attention of the class. Since the special symptoms of croup are prone to appear about midnight the probability is that a medical undergraduate will not see a case during his sojourn in school! Therefore, I illustrate the stridorous breathing graphically, discuss other conditions causing impeded respiration in the young, and bring before the students the measures employed for the relief of croup. These include the time-honored ipecac and paregoric and the use of steam inhalations from the croup kettle.
"Cough as a symptom" is the last topic in the series of discussions of the winter respiratory infections. Many conditions in which cough is erroneously attributed by the patient to catching cold are briefly touched upon. They range from the medical curiosity of the cough accompanying extra systoles to the cough produced by space-occupying processes in the mediastinum.
The class is told that the cough of the common acute respiratory infection sometimes demands symptomatic relief and that the most effective remedies meeting this indication are preparations and derivatives of opium. Paregoric, which it is said was introduced into practice by a quack for the relief of asthma, was what Dr. Osler took when he, himself, was ill with broncho-pneumonia. Whenever the cough became too harassing he took a swig of diluted paregoric from a large container which stood beside his bed! Paregoric is, of course, the effective constituent of brown mixture. If rales characteristic of bronchitis are heard it is well to predict that the cough may last from two to six weeks from the onset. More than a hundred years ago Laennec, referring to such coughs, quotes an adage, which was old then, but which is still applicable; that "a cold well nursed lasts forty days and a cold not nursed lasts six weeks." 378 I always have had misgivings in selecting constipation for discussion because the nature of the subject is dry, as other men more learned than I have indicated before me.* In attempting to make the subject of constipation hold the interest of students I explain that normal defecation is dependent on a conditioned reflex which may be readily established in early life, and is elicited by simple procedures but which later is provoked by a more complicated routine, such as the act of awakening, dressing, breakfasting, and going to the toilet at a fixed time. Any departure from the usual routine of life may disarrange this reflex and cause an acute or transitory constipation. Such acute constipation rights itself, or it may be remedied by a single dose of a laxative or an enema, examples of which are cited. However, chronic and habitual constipation provide the chief topic of discussion. The class is told that after excluding organic lesions of the intestines and its contiguous structures it is usually an ill-conditioned reflex, often associated with the abuse of purgative drugs, that is responsible for habitual constipation. Most of these patients can be cured by explaining how the mechanism of defecation has been deranged and by reconditioning them by persistent daily attempts at a fixed hour to "move their bowels." At the onset these individuals must be convinced that the constipation can be cured without purgative * Thus, writing on an allied subject in 1596 Queen Elizabeth's godson, Sir John Harington, the inventor of the modern water-closet, entitled the description of his invention "A New Discourse Upon a stale Subject called the Metamorphosis of Ajax" (a jakes). Jakes was a common name for a privy in Elizabeth's time. I wish I could believe that the modern term, the "Johnny," commemorated Harington's Christian name! For, Sir John deserves to be remembered by laymen as well as by medical men for an advance in civilization which we city dwellers now take for granted in our every-day domestic hygiene. If you are interested in "a border land subject-on the border land of medicine, on the border land, some may even think, of the proprieties",-read Professor Adami's article on Harington in an old number of the Johns Hopkins Hospital Bulletin. There, among other matters, you will learn that Sir John was a worthy courtier, a ready wit, the learned translator of the Regimen Sanitatis Salernitatum, as well as the ingenious inventor of a method for "the disposal of ordure by water carriage" controlled by mechanical means which placed England in the forefront of one branch of hygiene for hundreds of years. Thus, in France in the eighteenth century, water-closets were still known as "lieux a l'Anglaise," and even today in whatever country you may roam somewhere you will note either the English name for these conveniences or else its alphabetic abbreviation.
379
YALE JOURNAL OF BIOLOGY AND MEDICINE drugs. They are ordered a diet rich in vegetables and fruits, and mineral oil or agar or both are prescribed to increase the bulk and lubricate the stool. Also, an efficient adjuvant is an approximately isotonic salt solution taken by mouth. The following directions are given in writing to the patient: Dissolve a heaping teaspoonful of table salt in a quart of water. Prepare the solution before retiring. Immediately on awakening drink two glassfuls of this salt solution; five minutes later a third, and five minutes later a fourth. The bowels move as a result of this ablution.
These simple measures leave untouched a great group of intestinal hypochondriacs whom Dr. Osler used to call "omphalocentrics." Their lives revolve around their umbilicuses, and as Arthur Hurst has recently said in his witty and informative article entitled "The Unhappy Colon," "they are never content unless their stools conform to an ideal which they have invented for themselves, can only be cured by making them realize that feces have no standard size, shape, consistence, or color; they are then ready to follow the example of the dog rather than that of the cat and never look behind them."
Let me say that this is a well-nigh unattainable end and it is these self-constipated individuals who continue to change from-one purgative pill to the other, from this aperient to that, largely influenced, until recently, by the suave voice of the radio announcer.
The antithesis of constipation, diarrhea, receives brief consideration, only the summer diarrhea of adults being discussed. I pause long enough to utter a warning to make a thorough physical examination, including eventually the special gastro-intestinal survey should the diarrhea fail in some respect to agree with the usual clinical picture of the common variety of summer complaint.
It is not superfluous to tell the fourth-year student that even a digital examination of the rectum may disclose a serious underlying cause for the intestinal flux.
The hyperacute variety of diarrhea is described. Here the purging and vomiting are extreme. The abdominal pain is severe, the patient sweats, the pulse is rapid. The picture recalls the description of Asiatic cholera. This is cholera nostras or what was formerly known as cholera morbus. The hypodermic injection of Y/4 grain of morphia or 1/3 of pantopon brings quick relief.
It is at times difficult to convince the layman that it is unnecessary to administer a purgative to relieve him of the offending agent 380 initially responsible for the diarrhea, but an effort should be made to teach him that resting the already tortured bowel is the proper procedure. Rest in bed, initial abstinence from food, liquid diet, gradual return to the normal diet, and antiperistaltic medication assist in restoring ease and normal function. The routine prescription of bismuth and paregoric is usually adequate. It is probably the paregoric with its 0.4 per cent opium that is the effectual constituent of the prescription. Each pill contains a grain of opium. Whatever preparation is ordered can be automatically discontinued by asking the patient to take the dose after the passage of each stool, but not more often than every three hours. I now come to the last topic which forms part of a course on slight ailments, namely, headache. As a symptom it is probably the most common of all complaints accompanying so many of the minor, as well as the major, maladies that beset the body and mind. The presentation is not easy. The situation is almost as it was when the Scotsman, Cullen, wrote in the eighteenth century: "Headache as a disease is obscure, as a symptom, difficult. It may be allowed to be generally symptomatic: I presume it may also be primary and much confusion has arisen in the attempts to distinguish between them." Now, what Cullen meant by symptomatic headache must be self-evident; what he designated as primary is a form of habitually recurring headache in which cephalalgia is usually the outstanding feature of a condition regarded as a clinical entity. This clinical entity is migraine. During the discussion of migraine I take occasion to speak of many types of headache from which migraine must be distinguished. The disorder is no new one; Galen differentiated it from other forms of headache and gave it the descriptive title of hemicrania because in its typical form the pain in the head is unilateral.
The term hemicrania subsequently suffered etymological degeneration into emigranea, migrania and, in English, megrim; in German, into Migrane; in French, to migraine. The French term is the one we use in this country. Many of you are, undoubtedly, sufferers from migraine, thus corroborating Gower, the English neurologist, who stated that "the disease is often associated with high intellectual ability, and many distinguished scientific men have suffered from it and have supplied more careful subjective symptoms than we possess of any other malady."
I need not describe the symptoms of the typical case, the many variants and equivalents, the queer aurae, especially the visual phenomena, the remarkable familial incidence, the fanciful theories of its etiology, and the importance of the anamnesis and physical examination in excluding headaches with serious underlying causes. However, I venture to give you in abstract what I tell senior medical students to do should a migraineur or migraineuse appear for treatment.
Information regarding the prognosis of migraine constitutes the first step in the consultative dialogue between physician and patient. Beginning in youth migraine usually persists to the latter half of life, although as the years pass the attacks are apt to diminish in frequency and intensity. There are a few fortunate ones whose headaches cease without apparent cause before reaching middle age. These prognostic statements, though not comforting, are followed by the additional information that much can be done for the relief of the attacks, and something for the reduction in their number. Then follows an inquiry into the patient's mode of life, and a search for the usual exciting causes is instituted. As a result, suggestions regarding rest, activity, and diet may be constructed. When feasible, an hour's rest after lunch or before the evening meal will sometimes be helpful. Much has been said concerning the role of diet in the causation and treatment of migraine. Skin sensitization tests have been used to determine specific allergic reactions to foodstuffs, but the patient's own observations are usually a better guide. Not infrequently a specific article of diet, such as chocolate, is accused of causing the headache. Even though the causative relation cannot be demonstrated with precision I make concessions to such gastronomic idiosyncrasies and delete the presumptive offending agent from the dietary.
Excessive carbohydrate intake is thought to account for some continually recurring migraines. When the survey suggests such an imbalance it is worth while trying for three weeks the effect of a diet composed of fish, fowl, and flesh, greens and fruits, maintaining the weight of the patient by the addition of butter and cream. Later, bread may be added, then cereal and other concentrated carbohydrates. The effect of the additions is noted and an optimum carbohydrate content may possibly be established.
In other cases, patients have believed that there is a causal relation between animal protein foods and their headaches. A vegetarian diet can be experimentally instituted. So far as their headaches are concerned migraineurs fare better without alcoholic beverages. Being a smoker myself I allow the use of tobacco in moderation!
The relief of habitual constipation may be followed by a diminution in the number of headaches. The use of the isotonic salt solution to which I have referred is particularly helpful.
If the physical examination of a migraineur reveals any objectively evident defects they should be remedied as far as possible; not with the promise of curing the migraine but with the object of ameliorating the condition. Thus, eye strain should be sought for and relieved if present. The time relation to menstruation is no indication for gynecological tinkering, there need be no dilatation of mythical ureteral strictures but if a pelvic examination reveals a structural defect, appropriate treatment should be instituted.
Because of the menstrual exacerbations in migraineuses and the occasional disappearance of migraine during pregnancy, it is not remarkable that endocrine therapy has been invoked. I have had unsatisfactory experiences with two hormones. However, it is justifiable to try them in obdurate cases. It is suggested that the contents of an ampule of the placental hormone, progynon, be injected intramuscularly three times a week for from ten to twenty injections, followed by the administration of progynon tablets by mouth, one after each meal, decreasing the dosage according to one's clinical judgment. The ovarian follicular hormone, theelin, may be injected hypodermically or intramuscularly (I cc.), from one to three times during the week preceding the menstrual period.
Other modes of prophylactic drug treatment are advisable in some cases of frequently recurring severe migraine. The bromides and barbiturates are valuable for this purpose. Charcot, who suffered from migraine, approved of prolonged courses of bromide administration. Fifteen grains of a bromide may be taken each morning for three weeks, then ensues a pause of ten days followed by a repetition of the bromide. When an acceptable effervescent preparation of a bromide and caffeine is available, one or two teaspoonfuls should be taken in a glassful of water to which a half teaspoonful of aromatic spirits of ammonia has been added. The mixture is taken before breakfast and the Charcot time formula followed. Occasionally, a barbiturate is to be recommended in the preventive treatment of migraine. A grain or a grain and a half of phenobarbital or of a similar barbiturate is to be taken each night for three weeks and then gradually withdrawn. The barbiturate may be combined with the bromide and caffeine preparation: the barbiturate is taken at night and the bromide and caffeine on arising.
An innovation in the preventive treatment and relief of hemicrania is the use of ergotamine tartrate, marketed under the trade name of gynergen. Its exhibition is justified because it is said to be a sympathetic depressor and is given to reduce the over-irritability of the sympathetic and to overcome the autonomic imbalance which is assumed to exist in the migraineur. I have had small experience in its use as a prophylactic, but many times I have injected subcutaneously the contents of an ampule containing Y2 mgm. of gynergen with good results.
The treatment of migraine has also received attention from the surgeons. The interventions have included sympathetic gangliectomies and periarterial carotid sympathectomies. An optimistic operator has even occluded one or both middle meningeal arteries with reported cure or amelioration of migraine. Personally, I should prefer to take amidopyrine! Walter Dandy has relieved several patients with persistent hemicranial pain by removal of the inferior cervical and first thoracic sympathetic ganglia. Dandy's cases did not represent true migraine. With the data at hand it would be premature to predict successful surgical treatment of typical migraine.
The management of the individual attack of migraine depends on its severity. Mild paroxysms require no treatment. At the onset some find a saline laxative helpful. The commercially avail-able effervescent salines are often used. The treatment of moderately severe and severe attacks require the use of analgesic drugs. These drugs belong either to the salicylic acid groupj to the acetanilid and antipyrine series, or to a combination of a member of this series with a barbiturate. The action of any one of these three groups may be strengthened by the addition of caffeine, codeia, or bromide. Of the salicylic group by far the most popular is aspirin. Its value is enhanced by the addition of caffeine.
: Although antipyrine was the first of the coal-tar analgesics introduced it is now the least often employed. A derivative, pyramidon, officially known as amidopyrine, has been until recently extremely popular. However, after a career of 37 years of usefulness the administration of pyramidon suddenly became fraught with a sense of fear. The fear was initially instilled in 1933 and 1934 by Madison and Squier's observations, which suggested that amidopyrine was causative of the frequently fatal angina agranulocytica. In a majority of these cases the amidopyrine has been combined with a barbiturate. I have the impression that it is this combination which is especially provocative of angina agranulocytica. Pyramidon was in use for 25 years before Schultz first described angina agranulocytica. It is suggestive, I venture to say, that this publication appeared just one year after the first combination of pyramidon and a barbiturate-veramon-was introduced in Germany. In my series, to which I have referred, it was always the use of the combination that preceded the granulopenia and the ensuing angina agranulocytica. Also, most of the cases occurred in women and usually women of middle age or beyond. Of the 22 in my group, 20 were women.
For the present it is unwise to administer amidopyrine or amidopyrine-barbiturate preparations to women for the relief of migraine or other painful states. In the case of men, when amidopyrine is found to be the most effective remedy for the individual's migraine, it should be used in an average dose of five grains or a maximum dose of 7>2 grains; the dose, not to be repeated at an interval of less than six hours and no more than three such doses are to be administered in 24 hours. The addition of codeia to amidopyrine makes a potent combination.
Patients and physicians should know that the amidopyrinebarbiturate mixtures include allonal, cibalgine, amytal compound, and peralga. Physicians should recognize in commercial advertisements of these and similar preparations that dimethylaminophenyldimethyl pyrazolon is a distinguished designation for amidopyrine.
Acetphenetidine is the weakest of the coal-tar series. It may be reinforced by addition of aspirin. Acetanilid is the most potent of its group. It is the active constituent of a very popular effervescent headache remedy which had its birth in Baltimore. A teaspoonful of this preparation contains in addition to caffeine and potassium bromide about four grains of acetanilid.
Abstinence from food, reclining in a darkened room, and the use of one of the analgesics I have mentioned, usually suffice to bring some degree of comfort and even total relief of an attack of migraine. Finally, in the most severe migraine with violent nausea and vomiting, when according to one's judgment and experience no remedy given by mouth is likely to be retained, a hypodermic injection of morphia, one-quarter of a grain or 8 minims of Schlesinger's solution obtainable in hypodermic tablets, brings grateful relief. A smaller dose of these opiates may be used if at the same time 1/2 mgm. of gynergen is injected.
In thus presenting to you tabloids of some, but by no means all, of the slight ailments, I have attempted to justify a discussion of minor maladies in the medical curriculum. I leave to you the verdict.
